THE co-existence of pulmonary tuberculosis and bronchial carcinoma has been commented on many times and many authors have assessed the relative aetiological importance of the one to the other. It has, for example, been held (Rokitansky, 1854) that tuberculosis and carcinoma were antagonistic, whereas Ewing (1931) believed that tuberculosis was the main aetiological factor in carcinoma of the lung.
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A recent routine post-mortem showed both conditions and this led me to undertake a study of the records of the Department in an attempt to assess the significance of their co-existence.
RESULTS.
In the 13,000 autopsies recorded between 1937 and July, 1958, there were 357 cases of bronchial carcinoma. Of these there were twelve cases of active pulmonary tuberculosis. The post-mortem findings in these twelve cases are summarised below:
( (9) M.5 1: Widespread adenocarcinoma arising in the right upper lobe bronchus and intimately mixed with caseating bronchopneumonia. To summarise, these are twelve cases showing co-existent pulmonary tuberculosis and bronchial carcinoma. In one of these cases the lesions were on different sides. In one the carcinoma was a microscopic lesion and the side not recorded. In a third, tuberculosis was present on both sides, but the more active lesion was on the side of the carcinoma. In the other nine the carcinoma and the active tuberculosis were on the same side. In three of these the carcinoma appeared to be related to the chronic infective process, two of them arising in the walls of cavities and one in a bronchus which was the site of squamous metaplasia due to chronic infection. In the other six cases, and in the case where the tuberculosis was more active in the lung which also showed carcinoma, it seems likely that the bronchial carcinoma played a part in the localisation of the tuberculous process in the section of the lung distal to it.
In an attempt to discover whether carcinoma caused a different incidence of tuberculosis, 357 records were studied of post-mortems on males over fifty years in the period reviewed. Eight of these showed active tuberculosis and this does not seem statistically different from the incidence found in cases with carcinoma. However, the tuberculosis did not appear to be as fulminant, on average, in these control cases.
DiscussION.
Several factors may contribute to the finding that pulmonarv tuberculosis and bronchial carcinoma, when they occur in the same patient, are very likely to occur in the same lung. The most obvious is that squamous metaplasia may occur as a result of the chronic inflammatory process and may undergo a malignant change. A second factor is probably the erosion of the fibrous encapsulations of quiescent tuberculous foci by the carcinoma, with resultant dissemination of organisms through that lung. A further factor is concerned with the effect of the carcinoma on the bronchus. There it exerts a profound effect upon the lung distal to it, distorting the dynamics of its air flow, preventing normal ciliary drainage upwards, and possibly interfering with blood and lymph circulation to the lobe concerned. All these factors certainly reduce the resistance of the lobe to infection and it is well known that bronchopneumonia is a common complication of carcinoma because of these factors. In the same way, if there are any tubercle bacilli in the region, they may multiply and cause severe infection more easily under these conditions.
The co-existence of the two conditions is becoming more common, both because of the increased incidence of bronchial carcinoma and because of the older age group in which tuberculosis is now occurring. This fact lends even greater clinical importance to this interesting problem. Clinically, the problem obviously arises in two different ways. In hospitals for chest diseases the tuberculosis is recognised, and in general hospitals, as in this series, the carcinoma tends to be recognised. In either hospital the ante-mortem diagnosis of both conditionis is rare, though Gerstl, et al. (1946) , was able to diagnose both several times in a sanatorium. In the known presence of tuberculosis the following circumstances may suggest co-existent carcinoma:
(1) Failure of the tuberculosis to resolve as quickly or as completely as expected under the normal chemotherapeutic and sanatorium regime. (2) A unilateral increase in size of the hilar lymph nodes on radiological examination (Rigler, et al., 1959) .
If carcinoma is suspected, for these or other reasons, bronchoscopy must be carried out. In the known presence of carcinoma, tuberculosis must be suspected if a supposed acute bronchopneumonia does not subside rapidly on treatment with the correct antibiotics, etc. Even in the absence of this finding it is worth culturing the sputum for tubercle bacilli, but if any suspicion exists multiple sputum examinations are imperative.
Finally, the danger of tuberculous infection among the contacts of these patients must be remembered. Hence, if a patient should die with the tuberculosis undiagnosed and so not noted on the death certificate, the tuberculosis authorities should be infornmed if active tuberculosis is found at post-mortem.
SUMMARY.
In twelve cases of co-existent active pulmonary tuberculosis and bronchial carcinoma the lesions were on the same side in ten. In one the side of the carcinoma was not recorded. The incidence of active tuberculosis in cases with carcinoma was not statistically different from cases without carcinoma. It seems likely that carcinoma may occasionally arise in a lung already the site of a tuberculous cavity.
It is suggested that the existence of a bronchial carcinoma may increase the fulminance of a tuberculous lesion in the affected lung. Some factors involved in this relationship are discussed. The increasing clinical importance of the problem is stressed and some suggestions are made as to how one condition may be suspected in the known presence of the other.
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